To the surgeon, the liver is an organ that bleeds excessively when cut. To the student of gross anatomy, the liver is preponderantly hepatic veins. These arise from the inferior vena cava near the superior margin of the liver as three main stems, the right, the middle and the left hepatic veins. (Usually the middle springs from, or takes common origin with, the left hepatic vein.) The hepatic veins fan downwards, defining three corresponding segments of liver, and the extent of anastomosis between these segments is uncertain though most investigators agree that there is some (Elias and Petty, 1952; Gans, 1955a) . The left vein drains the classical left lobe, that is the area to the left of the falciform ligament.
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The portal veins occupy less than half the volume of the hepatic veins. At the porta hepatis the main trunk of the portal vein divides into a short right and a long left division. Smaller branches fan laterally from these stems, and so tend to run at right angles to neighbouring hepatic veins.
The much smaller bile ducts and hepatic arteries run through the liver substance in close proximity to a portal vein branch, the three structures constituting the "Glissonian system". There are few vascular and no significant biliary anastomoses between contiguous branches, and the areas which these branches define may conveniently be studied by injection of any one of the three components of the system.
Thus post-mortem radiological visualization of the bile ducts shows most commonly the following pattern: the common bile duct divides into right and left hepatic ducts; the former drains the right half of the liver by two main ducts, an antero-medial and a postero-lateral; while the latter supplies a branch to the quadrate lobe and then, crossing the plane of the falciform ligament, divides into an upper and a lower branch to the left lobe.
The true plane of subdivision of the liver into equal halves is that demarcating the territories of the right and left Glissonian systems. This principal plane, first described by Rex (1888) and Cantlie (1898) , is well to the right of the plane of the falciform ligament, and can be defined on the surface of the liver by injection of right and left hepatic ducts with different soluble dyes. These diffuse through to the surface in their separate areas. On the anterior aspect of the liver, the plane runs from the gall-bladder notch below to the origin of the central hepatic vein above. Behind, the boundary bisects the gall-bladder fossa and the caudate lobe. This plane is well defined, therefore, by obvious landmarks, and is of corresponding surgical importance. The central hepatic vein also lies in this plane.
All the liver between the principal plane and the plane of the falciform ligament is supplied by branches of the left Glissonian system, given off with rare exceptions to the right of the falciform ligament. Thus the classical left lobe has its own separate pedicle from both Glissonian and hepatic vein systems.
In the right half of the liver, the antero-medial and postero-lateral Glissonian branches define corresponding zones, but the boundary between them follows no precise anatomical landmarks, is variable in position, and lacks sharpness near its right extremity. Moreover, the right hepatic vein-contrary to Gans (1955b) -is not necessarily a guide to the position of the plane.
To summarize, the liver may be divided into right and left halves about the principal plane, or into right and left lobes by the plane of the falciform ligament. Further subdivision of the right half into antero-medial and postero-lateral zones is less justifiable.
In applying the anatomical findings to surgery, the first and most obvious consideration is that any incision of liver substance should if possible be made with the internal anatomy of the organ closely in mind. For example, a wedge removed from the upper part of the left lobe may interrupt the left hepatic vein in its oblique path downwards and to the left, and so jeopardize the viability of the rest of the left lobe.
As regards the removal of large sections of liver, use should be made of the fact that, there being few blood or biliary vessels crossing the plane of the falciform ligament, and practically none across the principal plane, these planes are relatively bloodless. Therefore we may consider right and left hemi-hepatectomy, and right and left lobectomy.
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The further consideration arises that if the Glissonian and hepatic vein pedicles of an area can be secured at the beginning of-the operation, a further reduction in the risk of serious haemorrhage is achieved. Formal hepatectomies may -be defined as satisfying this requirement. The only operations falling strictly into this category are those of right and left lobectomy, supplied each by a separate Glissonian pedicle, and the right by the right and central hepatic veins, the left by the left hepatic vein. The hemi-hepatectomies are not formal hepatectomies because, while the appropriate Glissonian pedicle can be secured, the central hepatic vein lies in the plane of section and cannot be tied without risk to the remaining half of the central segment.of-the liver.
-'' Lesser hepatectomies than this have been described. For example, Gans advocates in cases of carcinoma of the gall-bladder a "middle lobectomy", that is the excision of the central hepatic vein segment between falciform ligament and the plane between antero-medial and postero-lateral zones of the right liver half. Patel and Couinaud (1955) mention excision of the lower half of the left lobe. But the indications for an excisioti of less than the whole of the left lobe must be few. Such operations depend more on the hkmostatic technique of the operator than upon a knowledge of the internal anatomy.
There is one application of left lobectomy deserving special mention. In cases of high obstruction of the common bile duct, Longmire and Sanford (1948) described cutting across the left lobe until a suitably dilated intrahepatic bile duct was found, excising the appropriate wedge of liver and anastomosing the cut end of the bile duct to jejunum. Dogliotti and Fogliati (1954) claimed to have used in 1946 a similar procedure with a left lobectomy as the primary step. This operation is anatomically sounder, and I think it should be commenced by blunt dissection from the region of the inferior end of the liver attachment of the falciform ligament, upwards along the fossa for the ligamentum venosum. In this region, or immediately to the right of the fossa, there runs the bile duct to the quadrate lobe. This duct, even in a normal post-mortem liver, 'can easily be found and is sometimes quite as large as the main ducts to the left lobe. It is quite possible that where the biliary tree was sufferting from the effects of back-pressure this duct might itself be suitable for anastomosis with the jejunum. The operation would be technically simple provided the dangerous relationship of the blunt end of the left portal vein, lying superficial to the duct in the fossa at a distance never less than two inches from the inferior rim of the liver, were remembered. No harm would be done if the duct could not be found or were not large enough, because the dissection could be completed to remove the left lobe and a main duct used as Dogliotti described.
This work was carried out while acting as Research Assistant in the Department of Surgical Studies at the Middlesex Hospital, laboratory facilities having been provided at the Institute of Clinical Research.
The Diagnosis of Acute Pancreatitis
By HENRY WAPSHAW, M.D., Ch.M., F.R.C.S.Ed. WHEN confronted with a case of acute pancreatitis our responsibility is twofold. Firstly, we have to recognize the condition and secondly, try to identify the type. It is usual to think of two pathological types; the one presents as necrosis and hTmorrhages and the other as cedema or merely swelling or induration of the gland. The custom of referring to the latter as subacute pancreatitis is at times misleading since its clinical differentiation from the destructive form is not always easy in the initial stage. For the purpose of this paper both forms are classed as acute pancreatitis.
The more identifiable features of the disease will be described as they were found in 40 cases-the sum of my experience. There were 26 cases with gross lesions, of whom 12 died, and 14 mild cases with 1 death. The state of the pancreas was ascertained from the following sources: (a) autopsy, 7; (b) emergency laparotomy, 8; (c) delayed laparotomy, 17; (d) there remain 3 with large pseudo-cysts who were regarded as necrotic types and 5 with transient symptoms but diagnostic serum or urinary amylase readings who were regarded as benign types. Acute pancreatitis was suspected in only 50%0 of the series, hence the high operation rate.
